INTRODUCTION
Regional odontodysplasia (RO) is an uncommon, nonhereditary developmental anomaly affecting dental tissues, derived from both the mesoderm and ectoderm. [1] The first report of this condition was published by McCall et al., in 1947 , but the term "odontodysplasia" was introduced by Zegarelli et al., in 1963 . Since then, various other terms have been suggested, such as RO, ghost teeth, odontogenesis imperfecta, localized arrested tooth development, unilateral dental malformation, amelogenesis imperfect, nonhereditaria segmentalis and familial amelodentinal dysplasia. [2] Females are slightly more affected (1.4:1) and have no ethnic predilection. [3] The anomaly is usually localized in one arch, with incidence higher in the maxilla. Rarely, all teeth of the same arch are affected. In cases, where both arches are involved, the presentation is usually unilateral. The affected teeth most often occur as a continuous series, although occasionally the anomaly will "skip" a tooth or group of teeth. Eruption of the affected teeth is often delayed or failed. [4] Clinically, affected teeth have an abnormal morphology and a rough surface with defective mineralization. [5, 6] The management of RO is somewhat controversial and revolves around the question of whether or not to remove the affected teeth. Although many clinicians prefer to extract the anomalous teeth as soon as the diagnosis is made, some would prefer to retain them as long as they are free of infection until the skeletal growth is complete. [3, 4] These cases are interesting and rare. We present case reports of this uncommon anomaly with unique finding of additional supernumerary teeth (ST). missing teeth, and the panoramic radiograph [ Figure 2 ] revealed impacted 11, 12, 13, 15, 16 and 17 in the upper right quadrant. But nothing much was done at that time as the patient returned only after 2 years.
On intraoral examination, mixed dentition was present with 11,12,13,15 and 16 missing [ Figure 3 ]. Associated alveolar mucosa was hyperplastic and covered by fibrous tissue. First premolar was rotated, and mild enamel hypoplasia was evident. Rest of the dentition was normal with relatively good oral hygiene.
After informed consent, radiographic investigations were advised. Panoramic radiograph [ Figure 4 ] showed impacted 11, 12, 13, 16 and an extra tooth-like structure above the apices of 15 having similar radiodensity with that of adjacent teeth suggestive of ST (paramolar). It was better visualized in the intra oral periapical radiograph [ Figure 5 ]. First premolar was horizontally displaced with incomplete root formation. There was malformed and retarded development of the teeth on the right side of the maxilla, related to the age of the child with reduction in radiodensity of teeth as compared to the contralateral side.
Malformed teeth with thin contours were appreciated in maxillary occlussal radiograph [ Figure 6 ], with no distinction between enamel and dentin and had wide pulp chambers, giving "ghost-like appearance". Crowns of affected unerupted teeth were surrounded by radiolucent areas, probably representing enlarged dental follicles. Only an insignificant amount of root formation with open apices was visible radiographically with respect to 12, 14, 15, and 16 and with respect to 11, 13 and ST (paramolar) only crown formation was evident.
With clinical and radiographical evaluation, a diagnosis of RO and ST (paramolar) in the same quadrant was made. Patient was explained about the treatment plan of extraction of the hypoplastic teeth followed by removable partial dentures that can be later replaced by implants after patient achieves complete skeletal growth. Oral prophylaxis and oral hygiene instructions were advised and followed up. On clinical examination, patient had mixed dentition with conical shaped tooth-like structure in the midline suggestive of mesiodens present in the midline between 11 and 21 [ Figure 7 ]. Left central incisor was rotated and showed mild yellowish tint as compared to adjacent teeth in the dental arch. There was no evidence of caries, deep fissures, pits or pockets notable. Rest of the dentition was normal with good oral hygiene.
An intra-oral periapical radiograph was taken for the same region after parent's informed consent [ Figure 8 ]. Radiographically, left central incisor was malformed with thin radiopaque contours and no distinction between enamel and dentin. There were wide pulp chamber and incomplete root formation with respect to 21. Irregular root apex with respect to mesiodens was appreciated with periapical radiolucency suggestive of chronic periapical abscess.
On the basis of clinical and radiographical findings, provisional diagnosis of RO and conical mesiodens was made. Patient's parents were informed about the anomaly and advised for extraction of mesiodens, orthodontic correction of rotated central incisor and were regularly followed up.
DISCUSSION
Regional odontodysplasia is a relatively rare, nonhereditary, localized developmental anomaly of Malformed left central incisor with thin radioopaque contours and no distinction between enamel and dentin with wide pulp chamber and incomplete root formation, giving ghost-like appearance of the tooth the dental hard tissues of a group of contiguous teeth. Many cases are probably misdiagnosed as malformed teeth or odontomas. It occurs in both deciduous and permanent dentitions, and it has a marked preference for the maxilla. [7] The etiology of RO is still unknown, and such conditions as viral infections, local trauma, vascular defects, irradiation, metabolic disturbance, rhesus incompatibility and medications during pregnancy have been suggested as possible causes. In the present cases also, etiologic factors could not be identified, and no systemic involvement was evident. Although dentinal dysplasia, amelogenesis and dentinogenesis imperfecta show some similarities to RO, these conditions affect the entire dentition in contrast to the segmental involvement seen in RO. [8] A ST is one that is additional to the normal series and can be found in almost any region of the dental arch. [9] ST can be classified according to their location in the dental arch: Mesiodens, paramolar and distomolar. [10] The term mesiodens denotes a ST located between the maxillary central incisors and is the commonest form. A paramolar most commonly occurs in the interproximal space buccal to the upper second and third molars. [11] However, uncommon association with ST was observed in both the cases, which is a very rare finding and not reported in the literature till date. In second case, the involved tooth had incomplete root formation or the periapical radiolucency was leading to root resorption still remains dilemma.
As there is no general agreement on the best treatment for these patients, dentists should consider such factors as the patient's age, medical history, degree of involvement, the presence or absence of pathosis and the attitude and expectations of the child and parents. The treatment is aimed at improving function and esthetics, reducing the psychological impact of early tooth loss and facilitating normal jaw growth. If a decision is made to retain the anomalous teeth, regular review is mandatory. [4] CONCLUSION Unique clinical and radiographic features of RO are presented here, and the association of RO and ST in the same quadrant is very rare finding that is seen in both the cases. This could give a clue to the dentist at an early age. Also the association of ST in the same quadrant, which is also affected, is coincidental or associated finding needs to be further questioned and add to the present English literature.
